Background-Suicidality risk-factors between countries with similar economic and religious background have been rarely compared, especially within genders.
INTRODUCTION
When suicide rates are compared within Europe, and more specifically within the European Union (EU) member states (WHO, 2005) , large between-country variation is observed with rates ranging from as high as 37.0 per 100,000 in Lithuania to as low as 3.1 in Greece. Although some inconsistencies between countries as to how suicides are recognized, collected and classified from death certificates are suspected, this alone does not explain such large differences in suicide rates.
Suicide has been usually studied and compared cross-culturally using risk-factors at the macro-level; such as religion, economic conditions, historical traditions, and access to mental health care. For instance, some religions, mainly Catholic and Muslim faiths, strongly prohibit suicidal behaviour and suicide. For Muslim countries, it has been suggested that reports of suicide could be concealed under other violent deaths. (Pritchard and Amanullah, 2007) For catholic countries, mostly in Southern European, some of the lowest suicide rates in Europe have been reported (Gearing and Lizardi, 2009) , notwithstanding notable exceptions in Portugal and Poland (WHO, 2005) . Another study claims that certain cultural elements, such as alcohol use and ancestral production of alcohol, also influence suicide rates. (Marusic and Farmer, 2001 ) Increasing access to preventative measures, such as health care and suicide prevention programs, and decreasing access to lethal means have led to significant reduction in suicide. (Mann et al., 2005) Within a different context, many risk-factors at the individual-level have been identified with suicide. Psychological autopsies found that the major underlying cause of suicide was mental health disorders, including depressive disorders, substance use disorders, and impulsivity. (Bernal et al., 2007, Hawton and van Heeringen, 2009 ) Family adversity and physical illness are also events that have been associated with suicide-related death. (Cavanagh et al., 1999) Finally, it should be noted that religious practice itself has been strongly linked to other protective factors against suicide, namely lower divorce rates and less likely being alcoholic. (Berggren, 1997 , Lambert et al., 2010 The aim of the study herein was to compare the prevalence and correlates of suicidality at the individual level and to contrast these correlates with macro-level trends. In order to limit large macro-level differences, we selected two neighbouring countries -Spain and Francebased on their similar religious, Catholic backgrounds and economic environments. Despite these similarities, all-cause suicide mortality rates were substantially different between Spain and France in 2005, at 9.6 and 22.9 per 100 000, respectively. (WHO, 2005) These differences were parallel among both females (Spain: 4.5 vs France: 11.8) and males (Spain: 14.8 vs France: 35.1), with a higher relative rate of suicide among women than men. Moreover, other causes of death, under which suicide could be hidden, were unable to provide an explanation for these discrepancies, with higher deaths rates in France than Spain, respectively, for injury or poison by external causes (48.1 vs 31.7), undetermined intention (0.8 vs 0.2), accidental falls (11.5 vs 5.0), and undetermined cause (32.7 vs 12.4). (WHO, 2005) These countries also have remarkable suicide rate trends from 1974/1976 to 1999/2000, in which rates for both countries exhibited increases in not only absolute values, but also rank among developed countries by three places. (Hansen and Pritchard, 2008) Highly refined comparisons are then required to determine risk-factors that shed light on these differences at the micro-level through the careful study of suicidal behaviours. This was possible using the European Study of the Epidemiology of Mental Disorders (ESEMeD), a part of the World Mental Health Surveys, which comprises of several population-based surveys including structured psychiatric interviews in six European countries, measuring, among others, the presence of mental disorders, suicidal behaviour, religious affiliation, social factors, use of case, and parental-bonding. The last being of recent importance, as our study group has demonstrated an increased risk of suicidality to the quality of parental bonding, such as low maternal and paternal care. (Heider et al., 2007) In order to study risk-factors related to suicide, we used the endpoints of suicidal attempt, plans and thoughts, as is the case for most psychiatric epidemiological surveys. Indeed, there is gender paradox in suicidality, in which suicidal ideation is higher in women than men while mortality from suicide is lower in women than men. Regardless, these outcomes have been associated with a number of mental health disorders, such as depression for ideation and anxiety or poor impulse control for attempts (Nock et al., 2008) , thereby rendering such data suitable to study suicide.
METHODS

Study sample
The European study of the Epidemiology of Mental Disorders (ESEMeD) was a crosssectional, population-based, household survey in a representative sample of adults from 6 European countries (Belgium, France, Germany, Italy, the Netherlands, and Spain). As a part of the WHO World Mental Health (WMH) Surveys Initiative (http:// www.hcp.med.harvard.edu/wmh/), the survey's aim was to assess the prevalence of common mental disorders as well as their correlates and use of services. Respondents underwent a face-to-face, computer-assisted personal interview, conducted by a trained interviewer, speaking in lay terms. A stratified multi-stage random sample without replacement was drawn in each country. The sampling frame and the number of sampling stages used to obtain the final sample differed across countries. The target population was represented by non-institutionalized adults (aged 18 years or older) identified from a national household list or a list of residents in each country. This list was obtained from the census, local postal registries, or in the case of France from telephone lists. Additional details about sampling are provided elsewhere. (Alonso et al., 2004) After receiving a complete description of the study, all respondents provided written informed consent. Questions were administered at home by trained interviewers who used a computer-assisted personal interview (Robins et al., 1988) . The interview was conducted in two phases. In the first phase, all respondents were screened for the most common mood and anxiety disorders. Only those who presented symptoms of specific mood and anxiety disorders, and a random sample of 25% of respondents who did not, entered the second phase of the interview, which included in-depth questions about additional mental disorders, mental health service use, as well as demographic, lifestyle features, and religious beliefs. Data were obtained from 21,425 respondents between January 2001 and July 2003. The overall response rate was 78.6% in Spain and 45.9% in France. The sample was weighted to take into account different selection probabilities within countries, specific age and gender distributions of the general population in each country, and the relative population sizes between countries. In this study, we report data from the sample in Part II only (including 2,121 respondents from Spain and 1,434 from France), which is referred to as "the overall sample" in the text.
Demographic variables
Respondents were asked questions on several demographic variables, including age at interview and the total years of schooling. Respondents were also asked if they were currently working and if not, for what reason(s). Unemployment was then defined as any person not working, excluding persons on sick-leave or with any other health condition preventing them to work.
Assessment of mental disorders
The lifetime presence of mood, anxiety, and alcohol use disorders was determined by diagnostic criteria defined in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) (American Psychiatric Association, 1994) . Organic exclusion rules were imposed in making all diagnoses. The WHO CIDI 3.0 Field Trials and later clinical calibration studies have shown that all these disorders could be assessed with acceptable reliability and validity using the CIDI (Wittchen, 1994) . More recent reappraisals carried out in four WMH countries (US, Italy, Spain, and France, with total N=468) have demonstrated good agreement between CIDI-3.0 diagnoses and diagnoses based on blinded re-interviews, with the area under the receiver operator characteristics curve ranging between 0.73 -0.93 for lifetime mood/anxiety disorders, and 0.83 -0.88 for 12-month mood/anxiety disorders .
Religiosity
Subjects were asked five questions on religiousness. These covered the presence or absence of religious beliefs and, for subjects who claimed a religion, extent of religious practice and intrinsic religiosity (Pickard, 2006) . Three variables were computed: attending religious services weekly ("weekly practice" dimension), often using religion as problem solving tool ("problem solving" dimension), and if religion is very important in daily life ("importance" dimension). A more complete description of these dimensions is provided in a previous publication. ( Kovess-Masfety et al., 2010) 
Parental bonding
The Parental Bonding Instrument (PBI) measures fundamental parental styles according to the scales of control and overprotection. (Cox et al., 2000) The original PBI (Heider et al., 2008) was intended to measure the perceived parental rearing styles of overprotection and care as remembered by the respondents during their first 16 years of life. It consists of 25 items to be assessed separately for mother and father. In a number of studies, the PBI proved to be a reliable and valid measure of actual, and not merely perceived, parenting. In a previous study, the authors were also able to confirm this three-factor structure for the nineitem short-form of the PBI used in the ESEMeD (Heider et al., 2008) : maternal/paternal care, overprotection and authoritarianism
Antidepressant use
All respondents were asked in a face-to-face interview about the use of antidepressants (tricyclic antidepressants, selective serotonine reuptake inhibitors, monoamine oxidase A inhibitors, non-selective monoamine oxidase inhibitors, non-selective monoamine reuptake inhibitors, etc.) during the last 12 months. A full list of antidepressants is available in another publication. (Demyttenaere et al., 2008) A standardized booklet containing pictures of each antidepressant was provided as a reference to assist recalling use.
Suicidality
Specific questions were asked on any lifetime ideation, plans and attempts of suicide. Among those who attempted suicide, three questions assessed the severity of the attempt: (1) I made a serious attempt to kill myself and it was only luck that I did not succeed; (2) I tried to kill myself, but knew that the method was not full-proof; (3) My attempt was a cry for help. I did not intend to die. Based on evidence that reports of such embarrassing behaviours are higher in self-administered than interviewer-administered surveys (Turner et al. 1998 ), these questions were printed in a self-administered booklet and referred to by letter. Interviewers asked respondents to report whether the experiences ever happened to them and if so, to report the age of onset and their recency.
Statistical Analysis
Analyses were stratified on four separate gender and country groups: 1) French women, 2) Spanish women, 3) French men, and 4) Spanish men. Prevalence of each suicide variable (ideation, plan, and attempt) was reported with 95% CI according to gender and country group. In order to test our research questions, we built three different logistic regression models. First, a bivariate logistic regression model (accounting for survey design) was build, including country, gender, and the interaction term between gender and country as independent variables and each suicide variable as a dependent variable. Statistical significance of 2 nd order interactions was then tested using a t-test based on the linearized standard error of the interaction effect. Second, a multivariable logistic model was estimated including lifetime mood or anxiety disorders, parental bonding, marital status, and serviceuse variables (general practitioner, psychiatrist, or other health service use) as covariables. ORs and 95% CI for reporting suicide ideation and attempts were then calculated for each gender and country group. Differences between countries were then compared within gender-stratum by including an interaction term of the risk-factors and country in the multivariable model and testing its significance using a t-test. Sensitivity analysis of the suicide attempt variables was performed in which only serious suicide attempts were used as the dependent variable. Similar results were obtained, yet power was substantially lowered due to the reduced prevalence (2-times decrease for all gender and country groups). Third, religion was added as a risk-factor to the above multivariable logistic model and county differences were then compared within gender strata. Since data on religiosity are available on a smaller proportion of persons, separate multivariable logistic models were estimated and were adjusted for any lifetime mood or anxiety disorder, parental bonding, marital status, and service-use variables. Differences between countries within each gender stratum were then tested as above.
Age at first suicide attempt was summarized for each country within gender-stratum using median and interquartile range (IQR) and weighted by survey selection probability. Distributions of age at first suicide attempt were then examined using a kernel density plot for each country and gender group. A multivariable logistic model accounting for survey design was estimated using age (≤ 35 or >35), year of education, unemployment status, any lifetime mood or anxiety disorder, parental bonding index, marital status, any lifetime use of antidepressants, and psychiatrist, general practitioner or other health service use. All analyses were performed using STATA statistical software (v11.0, College Station, TX, USA) and significance was defined as a pvalue < 0.05.
RESULTS
Suicidality prevalence in France and Spain from the ESEMeD study
The prevalence of suicide ideation, plan, and attempt are reported for each country and gender group in Table 1 . In France, lifetime prevalence of suicide ideation was estimated at 12.4% (95%CI: 11.0-13.9), with 9.6% occurring among men and 14.9% among women. The prevalence of suicide ideation was significantly (p<0.0001) lower in Spain (4.4%, 95%CI: 3.7-5.1), with 3.4% occurring among men and 5.2% among women. No interaction between gender and country was observed for the prevalence of suicide ideation (p=0.8).
Lifetime prevalence of suicide plans was 4.5% (95%CI: 3.7-5.3) in France, of which 2.6% and 6.1% were reported among men and women, respectively (Table 1) . Meanwhile, prevalence of suicide plans was 1.4% (95%CI: 1.1-1.9) in Spain, of which 1.1% and 1.8% were reported among men and women, respectively. No interaction between gender and country was observed for the prevalence of suicide plans (p=0.2).
Finally, lifetime prevalence of suicide attempts was 3.4% (95%CI: 2.6-4.3) in France, of which 1.1% and 5.4% were reported among men and women, respectively. The prevalence of suicide attempts was 1.5% (95%CI: 1.1-1.9) in Spain, of which 1.2% and 1.7% were reported among men and women, respectively. Contrary to suicide ideation and plans, a significant interaction between gender and country was observed for the prevalence of suicide attempts (p=0.001), indicating that gender is an effect modifier of the countrysuicide attempt relationship (Table 1) .
Suicide attempts were then examined among those with suicide ideation. Suicide attempts were similar for Spanish and French women with suicide ideation (32.4% and 36.2%, respectively). Within the same subgroup, Spanish men had a higher reported suicide attempt (36.5%) when compared to French men (11.8%). However, since Spanish men have a much lower overall prevalence of suicidal thoughts, the overall prevalence of suicide attempts remains similar between countries (Table 1) .
Gender-specific age at first suicide attempt between countries
Among women, median age of first suicide attempt was 19 years (IQR=14-35) in Spain and 23 years (IQR=17-34) in France. Among men, median age of first suicide attempt was 26 years (IQR=18-40) in Spain and 29 years (IQR=23-33) in France. Figure 1 represents the kernel density plot of suicide attempt with respect to age at first event for men (1a) and women (1b), thus illustrating the similarities in event distributions between countries. Table 2 describes various risk-factors and their association with suicide ideation for each country and gender group. Persons who had any lifetime mood or anxiety disorder tended towards higher reports of suicide ideation compared to those without mental disorder, except for any lifetime anxiety disorder among Spanish men (OR=1.65, 95%CI: 0.37-7.35). No significant differences of effect were observed between countries within gender-stratum.
Country differences in risk-factors of suicide ideation within gender
In terms of PBI, French women were more likely to report suicide ideation with authoritarian mothers (OR=1.14, 95%CI: 0.78-1.68), whereas Spanish women were less likely with authoritarian mothers (OR=0.83; 95%CI: 0.62-1.12). French men were more likely to report suicide ideation with caring mothers (OR=1.38, 95%CI: 0.78-2.47), whereas Spanish men were less likely with mothers of the same PBI (OR=0.27; 95%CI: 0.15-0.51). In contrast, overprotecting mothers were associated with a much higher risk of suicide ideation among Spanish men (OR=7.67, 95%CI: 2.93-20.06) than French men (OR=0.82, 95%CI: 0.47-1.44). These effect differences between countries were significantly different (p≤0.03).
No significant differences in the effect of unemployment, marital status or use of services on suicide ideation were observed between France and Spain within gender-stratum (Table 2) . However, use of psychiatrist was more strongly associated with suicide ideation among French men (OR=6.52, 95%CI: 2.83-15.04) compared to Spanish men (OR=1.33, 95%CI: 0.31-5.62) (p=0.007). Table 3 contains various risk-factors and their association with suicide attempts for each gender and country group. Similar to suicide ideation, the presence of any lifetime mood or anxiety disorder tended to be strong risk-factors for suicide attempt across all genders and countries, except for mood disorders among Spanish men. No significant differences were found in ORs between countries within each gender stratum.
Country differences in risk-factors of suicide attempt within gender
In terms of sociodemographic variables, French women older than 35 years were significantly less likely to attempt suicide than Spanish women of the same age (OR=0.65 vs OR=1.84, respectively; p=0.006). The same significant difference in effect held true for French men compared to Spanish men (OR=0.55 vs. 4.55, p=0.009). The effect of unemployment status between countries within gender stratum was not significantly different.
Strong differences in direction of association were also observed between France and Spain with respect to parental bonding as a risk-factor for suicide attempt. Overprotecting mothers increased the odds by 7.8-fold of reporting suicide attempts among Spanish men versus 0.9-fold decrease among French men (p=0.03). Conversely, authoritarian mothers increased the odds by 1.5-fold of suicide attempts among French women, while a 0.8-fold decrease in odds was observed among Spanish women (p<0.001). No significant differences were found in father parental bonding index, except for French women, among whom the presence of an authoritarian father had no association on suicide attempts (OR=0.96) versus a protective association among Spanish women (OR=0.63) (p=0.01).
Concerning marital status, Spanish men and women who were never married reported significantly higher levels of suicide attempts (OR=3.24; 95%CI: 0.39-27.07 and OR=3.95; 95%CI: 1.02-15.30, respectively) when compared to those who are married or cohabitating. This effect was observed with French men, but not French women. Moreover, French women had a borderline significantly lower odds of suicide attempt when not married versus Spanish women (p=0.07).
Use of general practitioner had a significantly protective effect of suicide attempt among Spanish women (OR=0.08; 95%CI: 0.02-0.35) compared to no effect with French women (OR=1.03; 95%CI: 0.54-2.00) -the difference of effect between countries was significant (p=0.01). Overall, the odds of reporting suicide tended to be higher among both French and Spanish men who used any health service versus no use at all, yet these were not significant risk-factors (Table 3) .
Religiosity as a risk-factor of suicide attempt between countries within gender
Any declared religion was also examined as a risk-factor for both suicide ideation and attempt (Table 4) and are reported for each country and gender group. A significant 3.0-fold and 11.0-fold increase in odds of reporting suicide attempts was observed among French women and Spanish men, respectively, declaring a religion when compared to those reporting no religion. However, no significant differences in ORs were observed between countries within gender-strata.
In addition, the use of religion (weekly practice, importance of religion, and problem solving with religion) were also examined as risk-factors for both suicide ideation and attempt (Table 4) . French women who used problem solving with religion were the only group with a significantly higher odds of reporting suicide ideation than those who did not (OR=3.64; 95%CI: 1.22-10.89). No differences in association of religious use on suicide ideation or attempt were observed between France and Spain among women. Due to the low number of responses and events among men, stable estimates could not be converged using religiosity variables as risk-factors for suicide ideation or attempt.
DISCUSSION
Using a population-based study, our objective was to compare two relatively similar neighbouring, mainly Catholic European countries: France and Spain. The results demonstrated that the prevalence of suicide deaths, ideation, plans and attempts were significantly higher in France compared to Spain. This mirrors WHO data from 2005 in which a substantially higher suicide rate was observed in France than Spain and whose reports were unlikely to be misclassified with other deaths, resulting in artificial differences of suicide death rates.
In the ESEMeD study, the differences in suicide attempts between France and Spain appear mainly within gender. Prevalence of suicide attempts did not significantly differ between French and Spanish men, whereas French women had a much higher prevalence than Spanish women. Interestingly, this parallels the higher prevalence of depressive and anxiety disorders, as well as higher rates of completed suicide, observed among women in France than in Spain. (Demyttenaere et al., 2004 , Fernandez et al., 2007 , Codony et al., 2007 , Fernandez et al., 2006 , Costa-Font et al., 2009 In this respect, studying suicidality is a useful means of understanding the gender-specific determinants of suicide.
In both countries, differences did not appear to be caused by marital status, years of education, or religion. For suicidal thoughts, employment status seemed to have a differential effect according to gender: Spanish unemployed women had lower risk than French women and the reverse applied for men. This might be attributed to a much larger gender difference in employment rates for Spain when compared to France. (Eurostat, 2010) Indeed, there is a higher dependence for Spanish men to work during situations of unemployment. French women may also be more emancipated in the sense that they undertake employment more readily than Spanish women, particularly during parenthood. (Eurostat, 2010) Parental bonding is an important risk-factor for which maternal care has been shown to protect especially against the cumulating effect of both depressive disorder (Heider et al., 2006) and suicidality. (Heider et al., 2007) The comparison between France and Spain demonstrates that parental attitudes as a risk-factor differ within gender. Among women, maternal authoritarianism is protective in Spain while appearing to be detrimental in France (for both suicidal thoughts and suicidal attempts), with a similar, significant trend for paternal authoritarianism and suicide attempt. In contrast, the effect of other dimensions of care and overprotection on suicide attempt does not appear to be significantly different between countries within gender. However, the risk of suicide attempt with an overprotective mother increased among Spanish men, while decreased for French men.
Although an authoritative mother has been linked with positive attachment in some cultures, other settings may perceive maternal bonding differently. For example, a mother who is viewed as authoritarian may represent severe, distant and frightening traits in France, while at the same time meaning a structuring and warm relationship in Spain and the US. (Nair and Murray, 2005, Karavasilis et al., 2003) On the contrary, overprotective mothers may be more detrimental for Spanish men because the maternal relationship is perceived as very intrusive and restricting, when in France it signifies a warm relationship. (Burbach et al., 1989) This cultural influence may explain why a much smaller association of overprotection on psychiatric disorders was observed in a longitudinal study conducted in the Netherlands (Overbeek et al., 2007 ), compared to a national co-morbidity survey in the US. (Enns et al., 2002) The contextual interpretation of parental roles is one limitation of using such a very restricted scale, which can only measure subtle parental relationships during childhood.
The third finding, of great interest, is the role of General Practitioners (GPs) in Spain versus France. In Spain, women have a decreased risk of suicide attempt when in contact with their GP, which was not the case among French women. Does this imply that Spanish GPs more adequately meet the needs of suicidal women than French GPs? Is this because Spanish GPs have more developed training in mental health and increased support from psychiatrists than in France? We have previously found that France has the lowest amount of contact between GPs and any mental health provider among the ESEMeD countries. (Kovess-Masfety et al., 2007) Spanish GPs can also refer patients to psychologists, which does not readily occur in France, as the social security system does not reimburse patients for consultations with a psychologist. In addition, the low level of continuing education among French GPs may also contribute to the unawareness of mental health problems. Of note, the Spanish health system follows WHO recommendations in which GPs heavily rely on the support of a consulting psychiatrist for patients with mental health problems. (Kovess-Masfety et al., 2007) This system is not applied in France, where GPs and psychiatrists are working in parallel through direct-access care and with very little intra-service contact.
Finally, the use of religion as a means to resolve mental health problems does not appear to be a prominent risk-factor for suicidality. Despite this seemingly contrary finding, our results are in keeping with more recent research in which a consistent relationship between religiosity and attempted suicide was not found. (Kovess-Masfety et al., 2010 , Sisask et al., 2010 Suicidal thoughts tended to be higher among French women who claimed to rely on religion for support, while no effect was observed among Spanish women. One interpretation could be that religion-reliant women in France have a higher frequency of mental health problems, although this is not the case for Spanish women.
Economically-speaking, these two countries are relatively similar, although France, when compared to Spain, has lower unemployment rates (10.0% for France, 19.3% for Spain), and a slightly higher Purchasing Power Standard per inhabitant (25,300 € in France vs 24,500 € in Spain). (Eurostat, 2009) This implies that differences in suicide rates and suicidality may not be related by economic factors, rather to either cultural elements, linked to child rearing styles and parent-child relationships, or the structure of primary health-care system. Furthermore, it appears that religion does not play a role in the attitudes toward suicide. Comparative psychiatry may be needed for future between-country comparisons, in which the aim is to study the consequences of these culture features.
Certain limitations need to be addressed in this study. First, this study was cross-sectional in nature, thus the temporality of the exposure-disease relationship cannot be established. For instance, it is uncertain as to whether suicidal behaviour preceded consultation with a GP. However, many of the risk-factors are argued to evaluate exposures occurring prior to the onset of suicidality, such as the PBI during childhood. Second, the response rate was much lower in France than in Spain, although weighted adjustments were performed to represent the target population. Third, diagnostic accuracy of mental health problems may have been affected by self-report or recall bias. Fourth, parental bonding is retrospective and could be influenced by current mental state, as discordant PBI results have occurred between patients with depression and their family members. (Parker et al., 1997) Finally, the effect of alcohol or substance abuse could not be evaluated. We examined several models including these risk-factors, yet they demonstrated no significant association with suicide attempt nor were they significant between countries within gender stratum.
In conclusion, risk-factors for suicidality play different roles across genders within these two countries and their relationship with completed suicide are parallel for women but not for men. In addition, parental bonding dimensions have different consequences, thus underlining the importance of cultural aspects when studying suicidality, an apparent advantage of the cross-cultural comparisons of the ESEMeD and WMH surveys. Potential interventions aiming to reduce suicide and suicidality may want to address parent-child relationships by underscoring supportive parental attitudes in a culturally-adapted manner. In terms of public health, the most important finding is the general practitioner's role between the two countries, for which access to mental health care has been organised in rather different ways. Our results support WHO recommendations, which place the GP at the centre of mental health decisions with close psychiatric support and access to psychologists. This is in keeping with the seminal work of Rutz and colleagues. (Rutz et al., 1989 , Rutz et al., 1992 Table 1 Lifetime prevalence of suicidal ideation, plan, and attempts between France and Spain across gender-specific strata ** p-value for interaction: based on a t-test of the cross-product term between country and gender, which was estimated after fitting a logistic regression model. Table 4 Religious practices and use of religion as risk-factors for lifetime suicide ideation and attempt between France and Spain across gender-specific strata All ORs were adjusted for age, year of education, unemployment status, any lifetime mood or anxiety disorder, parental bonding index of both mother and father, marital status, any lifetime use of antidepressants, and psychiatrist, general practitioner or other health service use.
* p-value for interaction: based on a t-test of the cross-product term between country and risk-factor. This term was estimated in two multivariable logistic regression models -one for women and another for men. ** Standard error estimates could not be performed for survey data; this variable was not included in the multivariable model.
1
Models for men in both France and Spain produced unstable estimates and were excluded from analysis.
